findings. With even 5 subjects classified as having same-sex orientation, instead of 4, for instance, prevalence would have been significantly higher (P = 0.03). Similarly, if the authors had examined twice as many completed suicides with proportionately the same results (8 of 110 same-sex oriented subjects; 0 of 110 control subjects), this would have been statistically significant (P < 0.01).
A previous study 2 conducted psychological autopsies for 120 suicide victims and 147 control subjects and, similarly, did not identify even a single control subject with same-sex sexual experience, homosexual self-description, or sexual orientation concerns. Based on self-reported rates in previous studies, 3 not finding a single subject is statistically improbable and raises questions as to whether key respondents were knowledgeable about and (or) willing to report same-sex orientation. Among gay, lesbian, and bisexual youth, the highest rate of suicide attempts occurs prior to coming out to family, 4 therefore it is plausible that key respondents may not have been aware of suicide victims' same-sex orientation in some cases.
Regarding anxiety disorders, if only 2, rather than 3, of the 4 adolescents with same-sex orientation had been reported to have an anxiety disorder, there would have been no statistically significant difference. The authors conducted 8 different comparisons of psychiatric diagnoses with no adjustment for multiple tests and a family-wise Type I error rate of 0.34. If the authors had appropriately adjusted for multiple analyses, anxiety would not have been significantly more prevalent among suicide victims with same-sex orientation.
In sum, we applaud the authors for using psychological autopsies and including questions on sexual orientation, but caution that a larger sample is needed before conclusions can be drawn about associations of sexual orientation with suicide or specific psychiatric disorders. 
Response to Zhao and Colleagues

Dear Editor:
In their letter, Zhao and colleagues highlighted the sample-size and power limitations of our exploratory study of sexual orientation and suicide in youths. 1 To make their case, they pointed out the importance of a sensitivity analysis, and discussed a few hypothetical calculations suggesting that our findings were potentially misleading. Although we agree with the limitations of our study and were clear in our paper about the exploratory nature of our study and its limited power, it is unclear why the hypothetical estimates presented by Zhao and colleagues in their letter only considered the possibility of increased counts of same-sex sexual orientation among suicide victims. Their exercise disregarded the likely underrepresentation of same-sex sexual orientation among community control subjects.
Suicidal behaviour is a heterogeneous group of behaviours comprising, in its largest definition, nonsuicidal self-injurious behaviour, suicide attempts, and suicide completions. The literature suggesting a relation between same-sex sexual orientation and suicidal behaviour is controversial and primarily based on associations with suicidal behaviour other than completion.
2 However, after controlling for the presence of psychiatric disorders or other critical youth suicide risk factors, important confounding variables, the associated risk significantly decreases. 3 It is important to note that youth suicide completions often been found associated with major depression, substance use, and disruptive disorders, and these conditions are also frequently observed in subjects with same-sex sexual orientation. 2 Therefore, considering the paucity of studies investigating sexual orientation in adolescent suicide, we thought that our results would be useful to the scientific community, either by generating new hypotheses or by contributing to future meta-analyses. We were very clear in our paper about the limited power of our study and its exploratory nature. Our findings should be interpreted with these limitations in mind.
